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Montana Medicaid Claim Jumper

Covered Service Changes 
Effective July 1, 2003, Montana Medicaid will imple-
ment several changes in coverage of physician-related
services.  These changes include services that will no
longer be covered/reimbursable and services that now
need to be prior authorized.

The services that will no longer be covered effective
for July 1, 2003 dates of service include dermabra-
sion,  rhytidectomy, liposuction, correction of
inverted nipples, plastic surgery on penis to correct
angulation, hysterosalpingography, salpingostomy,
radial keratotomy,  kera-tomileusis, insertion penile
prosthesis, construction of vagina, nocturnal penile
tumescence and/or rigidity test, and otoplasty.

The services that newly require Prior Authorization
effective for July 1, 2003 dates of service include  ble-
pharoplasty, botox treatment, excising excessive skin,
maxillofacial/cranial, rhinoplasty and septorhino-
plasty, temporomandibular joint surgery (TMJ), and
positron emission topography (PET) scans.

Please review the June 1, 2003 Provider Notice for
specific details of these services and how to initiate
prior authorization.

Publications Reminder
It is the providers’ responsibility to be familiar with
the Medicaid manuals, fee schedules, and notices for
their provider type, as well as other information pub-
lished in the Claim Jumper and on the website.  

Business Associate Agreements
Many questions have arisen concerning Business
Associate Agreements under the Privacy Rule of the
Health Insurance Portability and Accountability Act
(“HIPAA”).  

A Business Associate (“BA”) is “a person or organi-
zation that performs a function on behalf of a Covered
Entity that requires the use or disclosure of Protected
Health Information (“PHI”) and relates to the health

care component activities of the Covered Entity.
Those functions include claims processing, utilization
review, quality assurance, billing, benefits manage-
ment, legal, actuarial, accounting, consulting, data
aggregation, management, administration, accredita-
tion or financial services.” 

A simple way to determine if the contractor/entity
requires a BA Agreement is to answer the following
questions:  

1. Is the contractor/entity someone other than your
employee;

2. Is the contractor/entity performing a function on
your behalf;

3. To perform the function, do you give the contrac-
tor/entity Individual Identifiable Healthcare
Information (“IIHI”)?  IIHI is information that
you create or receive that is collected from an
individual and either identifies the individual or
there is a reasonable basis to believe the informa-
tion can be used to identify the individual.

If the response to all three questions is “yes,” the con-
tractor/entity would be considered a BA.  If the
response to question 3 is “no,” but the contractor/
entity performs one or more functions mentioned in
the BA definition, careful review should be given to
determine whether the sharing of IIHI is necessary to
carry out the contract.
HIPAA allows for information necessary to provide
treatment, payment for services and health care opera-
tions to be given, without client/patient authorization,
so in most cases, there is no need for a BA Agreement
between Covered Entities.  The Privacy Rule also per-
mits the disclosure of PHI directly to a BA acting on
behalf of another Covered Entity.

The Covered Entity is not required to monitor the pri-
vacy practices of the BA and is not liable for privacy
breaches of the BA.  However, language should be
written into the contract or agreement with the BA that
outlines the HIPAA Privacy Rule and holds the BA
responsible for the PHI provided to them by the Cov-
ered Entity.  If the Covered Entity becomes aware of

 

A
B

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

3 PATIENT CONTROL NO. 4 TYPE

5 FED. TAX NO. 6 STATEMENT COVERS PERIOD 7 COV D. 8 N-C D. 9 C-I D. 10 L-R D.

12 PATIENT NAME                13 PATIENT ADDRESS

14 BIRTHDATE 15 SEX 16 MS

 42 REV. CD. 43 DESCRIPTION 44 HCPCS / RATES                   45 SERV. DATE         46 SERV. UNITS             47 TOTAL CHARGES 48 NON-COVERED CHARGES             49

50 PAYER                                                                                                                           51 PROVIDER NO.                                                                    54 PRIOR PAYMENTS                       55 EST. AMOUNT DUE53 ASG52 REL

58 INSURED’S NAME                                                                                                       59 P. REL   60 CERT. - SSN - HIC. - ID NO.                                                   61 GROUP NAME                                                   62 INSURANCE GROUP NO.

OF  BILL1
17 DATE

ADMISSION
18 HR 19 TYPE   20 SRC 21 D HR 22 STAT 23 MEDICAL RECORD NO.

CONDITION CODES

FROM                              THROUGH

32        OCCURRENCE
CODE                 DATE

33            OCCURRENCE
CODE                      DATE

34        OCCURRENCE
CODE                 DATE

35        OCCURRENCE
CODE                 DATE

36                          OCCURRENCE SPAN
CODE                    FROM                          THROUGH

39                     VALUE CODES
CODE                               AMOUNT

40                         VALUE CODES
CODE                                    AMOUNT

41                           VALUE CODES
CODE                                      AMOUNT

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

INFO BEN

A
B
C

37

31

11

2
APPROVED OMB NO. 0938-0279

a
b
38

ST
11

84
3 

1P
LY

 U
B-

92

A
B
C

24         25          26         27          28         29        30

a
b
c
d

a
b
c
d

DUE FROM PATIENT

56

57

 63 TREATMENT  AUTHORIZATION CODES                           64 ESC    65 EMPLOYER NAME                                                                                              66 EMPLOYER LOCATION

76 ADM. DIAG. CD.     77 E-CODE 78

A
B
C

A
B
C

OTHER DIAG. CODES

A
B
C

A
B
C

 80  PRINCIPAL PROCEDURE                   81                    OTHER PROCEDURE                                                 OTHER PROCEDURE79 P.C.
CODE                                   DATE                                    CODE                                     DATE                                   CODE                                     DATE

  84 REMARKS

               OTHER PROCEDURE                                                  OTHER PROCEDURE                                                OTHER PROCEDURE
CODE                                     DATE                                      CODE                                    DATE                                 CODE                                     DATE

82 ATTENDING PHYS. ID

83 OTHER PHYS. ID

OTHER PHYS. ID

 85 PROVIDER REPRESENTATIVE                                                                                86 DATE

I CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.UB-92 HCFA-1450                                                                                      OCR/ORIGINAL

a
b
c
d

a
b
a
b

x

A                              B

C                             D                              E

A
B
C

                              68 CODE                                69 CODE                                  70 CODE                 71 CODE                       72 CODE                         73 CODE                             74 CODE                         75 CODE67 PRIN. DIAG. CD.

2
3
4

8
9

6

11
12

13
14

16

17

19
20
21
22
23

1
2
3
4
5

  8
  9

6
7

12

13
14

15
16

17
18

19
20
21
22
23

11
10

1

5

7

10

18

15

1a. INSURED’S I.D. NUMBER           (FOR PROGRAM IN ITEM 1)

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

7. INSURED’S ADDRESS (No., Street)

CITY STATE

ZIP CODE       TELEPHONE (INCLUDE AREA CODE)

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED’S DATE OF BIRTH

b. EMPLOYER’S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE I authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SEX

 F

HEALTH INSURANCE CLAIM FORM
OTHER1.   MEDICARE            MEDICAID              CHAMPUS                 CHAMPVA

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE I authorize the release of any medical or other information necessary

to process this claim. I also request payment of government benefits either to myself or to the party who accepts assignment
below.

SIGNED     DATE

ILLNESS (First symptom) OR
INJURY (Accident) OR
PREGNANCY(LMP)

MM        DD       YY
15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.

GIVE FIRST DATE MM        DD       YY
14. DATE OF CURRENT:

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

19. RESERVED FOR LOCAL USE

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

17a. I.D. NUMBER OF REFERRING PHYSICIAN

From
MM         DD        YY

To
MM         DD        YY

1

2

3

4

5

6
25. FEDERAL TAX I.D. NUMBER  SSN  EIN         26. PATIENT’S ACCOUNT NO.       27. ACCEPT ASSIGNMENT?

(For govt. claims, see back)

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

SIGNED DATE

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

SIGNED

MM        DD       YY

FROM TO

FROM TO

MM        DD        YY MM        DD        YY

MM        DD        YY MM        DD        YY

CODE       ORIGINAL REF. NO.

$ CHARGES EMG COB
RESERVED FOR

LOCAL USE

28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

$ $ $

33. PHYSICIAN’S, SUPPLIER’S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

PIN# GRP#

PICA PICA

2. PATIENT’S NAME (Last Name, First Name, Middle Initial)

5. PATIENT’S ADDRESS (No., Street)

CITY STATE

ZIP CODE              TELEPHONE (Include Area Code)

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

b. OTHER INSURED’S DATE OF BIRTH

c. EMPLOYER’S NAME OR SCHOOL NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

YES               NO

 (      )

If yes, return to and complete item 9 a-d.

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

20. OUTSIDE LAB? $ CHARGES

22. MEDICAID RESUBMISSION

23. PRIOR AUTHORIZATION NUMBER

MM        DD       YY

C
A

R
R

IE
R

PA
TI

EN
T 

A
N

D
 IN

SU
R

ED
 IN

FO
R

M
A

TI
O

N
PH

YS
IC

IA
N

 O
R

 S
U

PP
LI

ER
 IN

FO
R

M
A

TI
O

N

M  F

YES                NO

YES               NO

1. 3.

2. 4.

DATE(S) OF SERVICE Type
of

Service

Place
of

Service

PROCEDURES, SERVICES, OR SUPPLIES
(Explain Unusual Circumstances)

   CPT/HCPCS            MODIFIER

DIAGNOSIS
CODE

PLEASE
DO NOT
STAPLE
IN THIS
AREA

 FM

SEXMM        DD       YY

   YES        NO

   YES        NO

   YES        NO

PLACE (State)

GROUP
HEALTH PLAN

FECA
BLK LUNG

      Single             Married                 Other

3. PATIENT’S BIRTH DATE

6. PATIENT RELATIONSHIP TO INSURED

8. PATIENT STATUS

 10. IS PATIENT’S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

b. AUTO ACCIDENT?

c. OTHER ACCIDENT?

10d. RESERVED FOR LOCAL USE

Employed           Full-Time           Part-Time
                           Student              Student

Self           Spouse         Child             Other

 (Medicare #)          (Medicaid  #)          (Sponsor’s SSN)            (VA File  #)             (SSN or ID)                (SSN)               (ID)

(       )

M

SEX

DAYS
OR

UNITS

EPSDT
Family
Plan

F G H I J K24. A B C D E

PLEASE PRINT OR TYPE                                                  FORM HCFA-1500 (12-90),   FORM RRB-1500,
                                                 FORM OWCP-1500

APPROVED OMB-0938-0008
Montana Medicaid Claim Jumper 1



Volume XVIII, Issue #5 The Montana Medicaid Newsletter June 2003
any material breach of their agreement, they must take
steps to correct or end the violation.  If the Covered Entity
is unsuccessful in their attempt, they must either terminate
the contract or if not feasible, they should report the prob-
lem to the Secretary of Health and Human Services.

The United States Department of Health and Human Ser-
vices website has a site for Frequently Asked Questions
pertaining to all aspects of HIPAA.  You can access the
website via the following address: http://www.hhs.gov/ocr/
then click on View Health Information Privacy Frequently
Asked Questions (FAQs).  The site is frequently updated
with additional questions and can be of significant help.

Hysterectomy Update
Effective July 1, 2003, providers must obtain the client’s
signature 30 days before a hysterectomy procedure.  See 42
CFR 441.250 for the federal policy on hysterectomies and
sterilizations. See also the Physician Related Services man-
ual replacement pages on hysterectomies and sterilizations.

Also, for clarification, hysterectomies performed during a
period of retroactive eligibility can be reimbursed if the
provider who performed the hysterectomy, certifies in writ-
ing that the client was informed prior to the hysterectomy
that the procedure would render them permanently sterile
or the client was sterile prior to the hysterectomy.

Proton Pump Inhibitor Cost 
Comparisons
This comparison is to help providers make some sense of
relative cost factors for medications provided to Montana
Medicaid patients. It is only intended to help providers
make prescribing decisions and not market one company’s
product over another.

The following prices are based on Average Wholesale Price
and the rebate manufacturers give back to the Medicaid
program.  

Aciphex 20mg $2.65 each
Nexium 20mg $3.73 each
Nexium 40mg $3.73 each
Omeprazole 20mg $3.70 each
Prilosec 20mg $4.03 each
Prilosec 40mg $5.88 each
Prevacid 15mg $3.12 each
Prevacid 30mg $3.12 each
Protonix 20mg $2.60 each
Protonix 40mg $2.60 each

Outpatient Hospital Q & A
Q. I’ve heard that there are some upcoming changes for

PASSPORT clients in the emergency room.  What are
the changes?

A. With dates of service August 1, 2003, Medicaid will
not pay emergency room claims for PASSPORT clients
for non-emergent services, even if the PASSPORT PCP
has given a referral.  Claims with a diagnosis on the
pre-approved emergency list will be payed at the
appropriate APC level (along with any lab, imaging
and diagnostic services that are not bundled) for pro-
spective payment hospitals and will pay hospital spe-
cific outpatient cost-to-charge ratio for CAHs and
Exempts.  If the diagnosis is not on the pre-approved
list the claim will be paid a screening and evaluation
fee that is subject to cost share.  If the diagnosis is not
on the list, but the provider conducting the screening
evaluation believes it is an emergency, the claim and
documentation supporting the emergent nature of the
condition can be sent in and the claim can be reim-
bursed as an emergency.

Q. Do I have to have a line-item date of service on inpa-
tient claims?

A. No.  This HIPAA requirement is strictly for outpatient
claims only.

Q. My facility is a critical access hospital.  What changes
will I see August 1st?

A. Critical access and exempt (isolated) hospitals will
both be reimbursed an interim fee based on their cost to
charge ratio for all allowed inpatient and outpatient ser-
vices.  They will be cost settled.  PASSPORT changes
for emergency visits also apply.   

Q. I spoke with ACS and verified that a provider is not
able to bill Medicaid for a service when the DX code is
V65.2  Person Feigning Illness. Can we bill the patient
if a Medicaid denial is received for this DX code?

A. Unless the patient is told prior to a service or directly
after triage that they are responsible for payment you
may not bill the patient.  As soon as your staff deter-
mines that the patient is feigning an illness, the patient
should be told that they are responsible for payment
and all usual and customary collection methods may be
used.  We suggest that you inform the patient in writing
and if possible have them sign a form that states they
acknowledge responsibility for payment for the spe-
cific date of service and the particular service the
patient is responsible for.  If that is not possible make
sure your records clearly document the patient was
informed and by whom.
2 Montana Medicaid Claim Jumper
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Provider Satisfaction Survey

We would appreciate your feedback on our performance.  The information you provide is a valued tool to improve our ser-
vices and provide quality customer service.  Please complete the survey, fold it in half and return it to ACS.  Thank you for
helping us to improve our service.  

Provider Medicaid Number__________________   Provider Name_____________________________

Provider Type_____________________________  Provider Specialty___________________________
(i.e., physician, hospital, etc.)

Contact Name_____________________________  Phone Number_____________________________

 
Survey Questionnaire

How does ACS compare to other payers for:
5--Much Better    4--Somewhat Better     3-Same    2--Somewhat Worse      1--Much Worse

1. Claim processing speed           5          4           3          2          1
Please explain your rating:

2. Problem claim resolution           5          4           3          2          1
Please explain your rating:

3. Customer service           5          4           3          2          1
Please explain your rating:

4. Provider training           5          4           3          2          1
Please explain your rating:

5. Provider Information (i.e., Claim Jumper, Website, Manuals, Notices)           5          4           3          2          1
Please explain your rating:

Rate ACS Provider Relations
5--Excellent    4--Good     3--Fair     2--Poor     1--Unacceptable

1. How professional and courteous were ACS employees during your calls?           5          4           3          2          1
2. How knowledgeable were ACS employees regarding Medicaid informa-

tion for your provider type?
          5          4           3          2          1

3. How completely were your questions answered?           5          4           3          2          1
4. Were commitments made to you during the call completed timely?           5          4           3          2          1
5. How would you rate the service your received overall?           5          4           3          2          1
6. If your office has had a field visit, rate the quality of the field visit.           5          4           3          2          1
Would it be beneficial to have a group of ACS call center staff dedicated to your specific claim type? (i.e., CMS-1500, UB-92,
Dental, Nursing Facility, Pharmacy)          Yes          No
Additional Comments Please:
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Up
Recent Publications
The following are brief summaries of publications regarding program policy changes since December 1, 2002.     For
details and further instructions, download the complete notice from the Provider Information website
(http://www.mtmedicaid.org).  Select Notices and Replacement Pages, and then select your provider type for a list of
current notices.   If you cannot access this information, contact provider relations. 

Notices
06/01/03 Physicians, Mid Levels, ASCs, IHS, 

IDTF, Lab & X-Ray, Podiatrist, 
Psychiatrist

• PA Criteria Changes
• Services no longer covered

05/12//03 RBRVS Billers 
• Provider Rate and Payment Reductions
• Disposable Incontinence Products

05/05/03 School Based Services Providers
• CSCT Program Reinstated

05/01/03 Hospitals, Physicians, Mid Levels, Lab 
& X-Ray, Podiatrists, IDTFs, 
Psychiatrists 

• The effective date of this notice has been changed to
July 1, 2003.  

• Updated with Lab Panel Billing Information

04/30/03 Physicians, Mid Levels, Hospitals, 
Ambulatory Surgical Centers

• Gastric Bypass and Circumcision

04/14/03 School Based Services Providers
• New Services

04/01/03 DRG Hospitals
• Rehabilitation Billing and Payment Changes

03/03/03 DME Providers
• Coding and Reimbursement Revisions

03/03/03 DME Providers
• 2003 Deleted HCPCS Codes

03/01/03 Pharmacy Providers
• Prior authorization and refill changes

03/01/03 CMS-1500 Billers
• New HCPCS/CPD Codes
• Deleted HCPCS/CPT Codes
• New J Codes

03/01/03 Nutrition Providers
• Nutrition Services Require PASSPORT Approval

02/28/03 DME Providers
• New Modifier - BO

02/06/03 Dental Notice
• New CDT-4 Dental Codes effective 02/01/03.

02/04/03 Outpatient Hospitals, FQHC, RHC, IHS 
• UB-92 claims submitted on or after April 1, 2003, will

require all line items to have a valid date of services
(UB field 45).

• List of revenue codes that require a separate line for
each date of service

Manuals
04/02/03 Optometric and Eyeglass Services 

Manual
• This new manual does not include the temporary

program changes effective February 1, 2003 through
June 30, 2003.

01/06/03 Ambulance Services Manual
• This new manual contains the latest program changes

and updates.

Manual Replacement Pages
01/02/03 Pharmacy Manual Replacement Pages

• Replacement pages for the Prior Authorization chapter
of the Pharmacy manual

01/02/03 Physician Manual Replacement Pages
• Prior authorization changes

Visit:
mtmedicaid.org

dated
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Key Contacts

Provider Relations              
(406) 442-1837 Helena and out-of-state
(406) 442-4402 fax

Point-of-sale Help Desk for Pharmacy Claims (800) 365-4944

Automated Voice Response

PASSPORT

Direct Deposit Arrangements  (406) 444-5283

(800) 624-3958 Montana

(800) 714-0075
(800) 714-0060

(800) 480-6823

Prior Authorization:
DMEOPS(406) 444-0190
Mountain-Pacific Quality Healthcare Foundation (800) 262-1545
First Health  (800) 770-3084
Transportation (800) 292-7114
Prescriptions  (800) 395-7951

FAXBACK

Provider Information Website:
http://www.mtmedicaid.org

Verify Client Eligibility:

Provider Relations
P.O. Box 4936
Helena, MT  59604

Claims Processing
P.O. Box 8000
Helena, MT  59604

Third Party Liability (TPL)
P.O. Box 5838
Helena, MT  59604

TPL (800) 624-3958 Montana
(406) 443-1365 Helena and out-of-state

Montana Medicaid
ACS
P.O. Box 8000
Helena, MT  59604

PRSRT STD
U.S. Postage

PAID
Helena, MT
Permit No. 154
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